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' : ABSTRACT y .

EVALUATION OF EAST TENNESSEE'S CHILD HEALTH AND DgVELOPMENT PROJECT
TTudy W. Banta, Utiiversity of Tennessee, Knoxvil;e

’ Linda Higginbotham Appalachia‘Educational Labcratory, Charleston West Vicginia

-

«Muriel Levin, University of Tennessee, Knoxville

} . .
\" The Child Health and Develepment Project (CHDP), a home-based early

fntervention program operated in six East Tennessee ceunties, provides weIl—iggld

y .clinicsg;ifvelapmental evaluation, and'inﬁividualized early childhood. education

\

for disadvantaged ehildren, and training in parenting skills for their parents.

"\\‘ The University of Tennessee's Bureau of Educatitnal Research evaluated CHRP - -

| services‘through a six-month treatment—comparison .group study, ;ecord reviews ¥
for clients, served: 18 months, assessment of public opiﬁien in counties served, -

and measures of staff mora . and effectiveness of'project mauagement. AnalFSES'-

of covariance performed on data derived from pre- and post-treatment messures

L
-

demonstrated that six months of the CHDP interventicn_produceqrsignificant -
différeﬁces %avaring the tre;tmegt group in IQL eomqen;eqsinq-skills, and diet.
Parents repcrte&*that the program increased their understaﬁdiné\of child
development atd enabled them‘to teach and manage the beﬁaﬁgor of their childyxen

.

more effectively.
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PROJECT DESCRIPTION .

-

The Child Hegalth and’ Development Project (CHDP) is a home-based early
intervention program which promotes parenting skills and attempts to facilitate
the physical, social, and intellectual development of disadvantaged children’
from birth through six years of age. The CHDP is a program of the Tennessee
Pepartment of Public Health, and was initiated in 1973 with'a five-year grant
from the Appalachian Regional Commission (ARC). As ARC funds were being phased
out in 1977 additional funding for the Project was obtained frox Title XX of
the Soefal Selcurity Act, and by 1978 this constituted the sole funding source.

The theoretical Basg for the CHDP evolved from research performed during

‘the late 1960s by Dr. Susan Gray at George Peabody College. for'Teachers in

Nashville, Tennessee. Gray's work at the Demonstratidn and Research Center.
for Early Education (DARCEE) revealed that working with the parent(s) in the
home can have a significant impact on each child and on the family system.

Accordingly, the philosophy of the CHDP is that the parent is the child's first

and most important teachev in the first few years of life; therefore, working
through the parents is the most effective means- of -developing a sustained
change in the child's environment.

e The clients served by the CHDP are children from birth through six years

of age who are in need of child development services and reside in one of six
rural counties in East Tenuessee: Claiborne, Cocke, Grainger, Monroe, Morgan,
or Scott., Within each county served by a Project team, children and their
families must be declaxed eligible for the Project on the basis of Title XX
guidelines, i.e., the family must be receiving SSI or AFDC aid or have a lim’ ced

. income and demonstrated need for the program. ''Need" may be based on one or

more of these conditions: low infant hematocrit, existence of chronic parasites,
mental illpess, poor housing truancy in older children, etc. During 1978 the
CEDP served an average of 825 families and 1344 children eacii month.

The CHDP utilizes a dﬁltidisciplinary team approach inclading at least
one nurse, social worker, home educator, and secretary at each Project site.
Each CHDP team works cooperatively to provide for fts clients (1) well-child
care clinics, including vision and hearing screening and nutrition coungeling;
(2) developmental evaluation {using the Denver Developmental Scrﬁéning Test)
(3) individualized early educition for each Project rhild during home visits;
(4) needed referrals to appropriate social’ service agencies; and (5) parent

education. _(‘ ‘ R
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Well-child care is provided during weekly clinics according to Child Health
Standards of Tennessee, Tennessee Department of Public Health (1976). Climic
services include physical assessments, immunizatioﬂs. TB skin tests, parasite
screening, and health counseﬁing. The Project nutritionist attends at least
one clinic at each team site a month and provides counseling at that time as
well as during heme visits. " Group experiences are provided for children and
parents. A psychologist consults with each team and may accompany team members
on home visits. v ‘ T e

Each team member, upon employment by the CHbpP, undergoes three wéeks of
intensive pre-service training provided by the Training Yeam.of the Divxslon
of Maternal and ‘Child Health, Tennessee Departfient of Public Health, Nakshv? 1le.
This training is a modification of the Training Program for Home Intervention
which was developed in 1974 by DARCEE at Peabody College in-Nashville. 1In
addition, each nurse receives one month of training provided by the iocal
health department A Continuous in-service training on a variety of relevant
topics. including a one hour presentation by the Project nutfitionist, is also

* provided on a bi-monthly basis.

« Seven Project teams working in six counties are supervised by a team
centrally located in Knoxville. The supervisory team is composed of a director,
admlnxstratar, nutritionist, nursing supervisor, social services supervisor, N
two early :ducatlpn supervisors, and secretaries.

7
The 'primary goal of the CHDP is to promote the physisal,.social, and
intellectual health of client.children through a program‘of comprehensive
child health and development services and peérent education. This goal is
- implemented through seven principal objectives:
. i . .
" e 1. To provide well~child care for each Project child (according to Child
Health Standards'of Tennessee, Tennessee Department of Public Heal

- -

v2. To pfeg;nt minor developﬁéntai delays from becoming later handicaps
through early detection and intervention. .

3. To provide an in~home early education progfam,fer ea&h Project child.
(Mote that objectives 1-3‘are child-oriented. Objectives 4-7 are
parent-oriented.) .

.
.
‘ f " : ~
) )

‘ %. To enhance the parent's role as the child's first and most important
\k; teacher through promoting a healthy parent-child interactiosn.

5. To promote preventive health care thtaugh parent education.
6. 7To decrease the social isolation of Project families.

7. To serve as an advocate on behalf of ?raject families with
individuals, groups, and organizations in the commuaity.

THE EVALUATION PLAN

o

. In tQ?G’bersonnel from the Bureau of Educational Resbarch and Service (BERS)
aE the University of Tennessee, Knoxville were asked to undertake a program
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evaluation of the CHDP. Working closely with the CHDP supervisory team, BERS
staff developed a set of specific, measurable objectives for each of the seven
- general Project objectives. These objectives were of two types: process and
: N .
terminal. DProcess objectives were related to. the delivery of services, i.e.,
was the service “actually performed, in the manner or to the extent specified?
Terminal objectives described outcomes which might be expected if related process

objectives wére achieved. =~ ', . .

.

‘Due to funding limitations, the evaluation contract did not go into effect
“‘until September 1, 1977, and then only for a period of nine months. In order
to obtain evaluative data for each objective, the following procedures were
utilizeds - ' .

1) A review was conéucted of the Proiect records of 20 children (five
children.at each of four Project sites) who had been CHDP clients for
approximately 48 months. Parents of ehildren at eaeh site were
interviewed individually by the team secretary using the "Parent
Questionnaire' designed by the evaluatoqu

2) A treatment~ccmpgrisdn group study was conducted with 37 children
betweer, the ages of two and four years who were new to the CHDP.
Twenty children were' identified for the comparison group: in Monroe
County, where Project services were just being introduced at the time
“\) this phase of the evaluation began. Seventeen children for the
treatnent group were identified.in five counties 'in which the CHDP
was well established. Demograghic character®stics for families in
treatment and comparison counties were quite similar: all were white
- and poor, and lived in a ruqal or small-town environment in Appalachia.
Children in the treatment\group received six.months of Project services.
. ‘ Children in the comparison group received no serv%pes during the same
’ six months period, but were promised CHLP serviced at the end of the
. evaluation. Both groups were given the Alpern-Boll Developmental
Profile (Alpern and Boll, 1972) before and after the six months
treatment period, and the parent of each child gave a 24-hour diet
recall for the cbhild and participated in teaching the child a contrived
task which was cobserved and assessed by the evaiuators. Following
the six months of CHDP services the Parent Questionnaire was administered
orally to parents of children in the treatmend group, and the Project §
records for these children were reviewed and evaluated.

! 2

3) 1In corder to evaluate the management component of the CHDP:

a) an instrument entitled "Opinionaire for Team Membe.s" was administered
to team members at each Project site, and
. . ’ J
b) a-questionnaire entitled "Community Survey for the Child Health and
© Development Prpject' was mailed to a stratified random sample of
citizens in counties served by the Project.

REVIEW OF PROJECT RECORDS ’

Health® Records o
r .

. The evaluators reviewed the Project records of (1) 26 children who had been
CHDP clients for approximately 18 months (CHDP staff specified 18 months as the

"

-
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. minimum time requiféd fc..Froject services to produce real changes in clienfs.

and their families.) and (2) the 17 treatment group subjects who had received
Project services for six months.

" The foljowing statements summarize major findings from the review af Project
Health Recordst M :

.« 95% of aLl Health Records reviewed (19 of 20 eighteen-month Records, and
16 of 17 six-month RhCOde) showed. that the Project children had received
« the required number of detailed nursing visits.
. all children served for 18 months had had all required i&mumzanons,
only 47% of those served for 6 months had received all immunizations
required at their respectiye ages. . -

. 10Q% of the Project_ children who needed vitamlns and iron supplemen:s
had received them. .

« 78% of the Health Records reviewed (75% of the 18-month Recoids and 82% .
of the 6-month Records) showed that the clxent s hematocrxt hdd\been
raised to the recommended level of 34-=35.

. 86% of the children (95% in CHOP 18 months and gpz in CHDP 6 mowmths) had
received parasite screening. All"children who nteded treatment for
eliminating pardbitic infection recezved treatment.

. ‘100% of the. children in the Project 18 months had received a skxn test -
for tuberculosis, as had 82% of those in the Project for 6 months. No
child needed treatment fer tibe:culosise . {

. 76% of the children (60% of thcse serbed 1¥ months, 94% of those served
& months) had received appropriate vision s:reening while in the Project.

. 85% of the children im the Project for 18 months and 65% g1 chicse served
for 6 months had had their hearing tested according to Child Health
Standards. . -

[} * -
L]

. all children who had problems with vision,‘ﬁearing, ears, nqéé, or
throat that the CHDP nurse could not treat were referred to a physician
t or other appropriate source.

« 85% of the 18-month Health Records, and 71% of the 6-month Records were
congidered by the evaluatdrs to be adequately maintained. :

Developmental Screening | .

As part of the effort to diagnose develapmental delays each CHDP home
visitor is required to administer the Denver Developmental Screening Test to
each of herthis cliihts once every six mordths. Nineteerd (95%) of the 20 .
children whose records were reviewed after 18 months of services had had the
Denver at six-month intervals, All of the 17 treatment subjects had received
the Denver during their six months of services..

- ¢ Q
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Unfortunately, the Denver provides only a gross measure of development:
not one of the 20 children who were subjects of the l8-month record review was
found to have developmental deficiencies as measured bv the Denver. In the

- group of 17 treatmaent children, only two registared delavs on the Denver:
¢ ‘one was grossly retagded and the other had mdrked speech problems. In both
. cases’ the rccordsésﬁiied that home yvisitors wvere making concentrated efforts
to encourage the barents to work with the child in the areas of developmental
delay. Service Plan-Home Visit Fords -

Each of the 37 records veviewed contained one or more Service Plans ,
outlining an educarional plan for the subject based on her/his developmental
_ needs and fhe parent's teaching/managing skills. Each set of records contajned
. several Home Visit Forms which included plans for introducing age—appropriate
learning activities during the visit with child and parent.

‘ Sixty percent of the 18-mgmth set of records and 76 percent of the 6 month
set contained narrative evidence, provided by the home visitor, that parents"
management and teaching skills had improved during the period of CHDP services.
However, when the earliest home-visitor assessment of 'Behavior Management'
skills on the "Educatioral Needs Assessment' (ENA) for the 18-month sub§ects
was compared with the latest rating on the "Assessment of Parenting and .Educa-

. tional Needs" (APEN), improvement had cccurred in only 42 percent of the cases.
At test for related measures showed no significant difference between pre-
and post-intervention means on the 'Teaching Stvle' scale of the ENA and APEN.
. There was some evidence that instrument unreliability rather than lack of
Project impact was responsible for the small number of significant increases . .
which cecurred when ratings on these instruments were compared.

e

- Parent Og}nion

. The evaluators designed a "Parent Questionnaire" to sample parent opinion
cencerning progress toward meeting CHDP goals. The questionngife was administered J
orally to 19 of the 20 parents whose children were subjects of the 18-month
record review, and to the parents of the six-8nth treatment subjects.

. [ 3 *

Overall, parent reaction to the in-home education program provided by the’
CHDP was quite favorable. All except one of the parents- whose child's records
were reviewed said the Project had helped-them'give their child 'more \things
to play with-and learn from'. More than 80 percent of the parents of oth 18~
month and 6-month treatment groups felt they could 'handle the teaching' of
their child 'better than before the Project started!. All parents said they
were glad to he in the Project, ‘that it had given them all they had .expected
from it, and that they would recommend the Project to other parents.

. ' L]

When asked what they liked most about the Project approximately 70 percent
of the patrents mentioned the home visits, with the toys and learning activities
brought by the home visitor to increase_,learning opportunities for their child, ~
as the greatest benefit of Project participation. Parent comments revealed
their recognition that the Project intervention had enhanced their own teaching
skills, i . Y

[

' Most parents were enjoying their child more as a result of Project
intervention; this effect apparently ;pcreased with exposure to Project services

/
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f/,éff because parents a‘reciated with the Project for 18 months expreese& substantially
mcre favorable attitudes thad did those in the Project for only 6 months.

a)

b

c)

A increase in parent confidence in the aéxlity to teach their own child
was ‘indicated in three respanses: \

//_ "
89% offeﬁégisnmonth parents. and 71% of the 6~month parents felt the
Project had helped them ‘take better care_of' their child,

95% of the 18~month parents and 76% of the 6-month group said the
Project had given them \g stronger feeling that .thew vere their
child's 'first and most Important teacher', and

almost all parents questioned believed the Project had helped then
give their child *more things to play with and learn from'.

Parents felt they were receiving information about child development:

a)

3& of 36 parent respondents expressed the cpinion that the CHDP had
helped them 'know more about' what their child 'should be learning at

_ different ages', and

b)

33 of 36 parent respondents said the Project had helped them 'learn

about the way children learn and grow'.
- . \

It was difficult to tell from reading Home Visit Forms if the Liome visitor

was actually promoting the parent's teaching ability or just working with the

child during the visits. A Parent Questionnaire response made it quite evident

that the

home visitor was daving'an:impact on both parent and child, i.e., all

parents said the home visitor explained learning activities in such a‘way that

parents coduld do the activities with thexchild after the visitor had gone.

-

Parents appeared to be more involved in the education of their own children
as a result of the CHDP intervention. Approximately 85 percent of all parents
interviewed said they 'spent more time now' teaching their child than they spent

prior to

the ‘intexyention. Parents of children se¥ved by the CHDP for 18 months

- said they &pent, an caverage of two hours each day teaching their.child; parents
of the 6-months treatment gropp reportedly spent an average of one hour.

Parent promotion of the development of language usage skills seemed to

increase

"as the length of intervention increased: 84 percent of the 13-month

.parents and 47 percent nf the 6-month parents said they were talking more to
"their~child now than they were prior to the CHDP intervention.

In general, parents beiieved in the importance of CHDP services: 100
percent of the parents interviewed felt ghe Project would-. help their child ‘do
better' in school.

. According to Project records, epﬁroximately 80 pé&eent of the 37 families

involved
agencies

in the record reviews had problems which warranted referral to other
for additional services not provided by the CHDP, With-one exception,

——— _ every family that needed help was referred to an appropriate agency; and all
but two (both in tHe 6-month treatment group) had been to the agency at the
time their records were reviewed. The CHDP has established an outstanding record
of making appropriate referrals and assisting client families to take advantag?

of then,,

L]
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-SIX~-MONTH TREATMENT-COMPARISON GRQUP STUDY '

-

o Design of the Comparative Study

In an evaluation the most convincing evidence of a program's effectiveness
is derived from a design in which a group of subjects receiving treatment is
compared on a number of measures acquired both before and after treatmentswith
a comparison group that receives no treatnent Juring the same period of time.
Statistical procedures may be used to control for the effects of factors other

* than the ¢reatment which may "cve an effect on the performance of the treatuent
and comparison groups, thus s:zvangthing the conclusion that any difference
between performance of the two groups at the end of the study is due to the
treatment and not to other factors.

‘

Selection of bubjects ‘
An attempt was made to imp lement a cr;atm;nt—gomparlson group study as
part of the CHDP evaluarion. The BERS evaluation staff established a goal g

of obtaining 25 children for a treatment group and 25 children for the
compariscn group. The treatment subiects were to be newly recruited, Project-
eligible males and females between the. ages. of 2 and 4 vears in counties where.
the CHDP had been in operation for at least’ 18 months. These counties included
Grainger, Cocke, Morgan, Scott, and Claiborne. Children for the comparison group
ware to be newly recruited, Project-~eljgible males and females between the ‘
ages of 2 and 4 years in Monroe County, an area in which the CHDP was just .
beginning at the time this phase of the evaluation got underway. Children z¢/f1
for the comparison group were recruited in Monroe County in otder.to minimi

the possibility that their families would come in contact with familifs being
served by the Project and thus acquire "contaminating" knowledge of Project
services. . ‘ - ’

Since age and sex are such important determinants of early childhood
development, an attempt was made to balance the treatment and comparison groups
with respect to these two variablegs. This limitation and others Lpabseu by
circumstances prevented the evaluators from reaching their initial goal of
obtaining 25 children for both treatment and comparison groups. At the
conclusion of the study the treariment group consisted of 17 children, 13 boys
and 4 girls; and the comparison group contained 20 children, 14 boys and
6 girls. Neither treatment nor comparison group contained clients who were
considered "high risk," but in every cther way the candidates for the
evaluationwete obtained by random selection from the clients available in
the 2- to 4-year-old range.

Mcasurement Instruments s
‘ . Pre~treatment measures were obtained on treatment and comparison subjects
during early-1978. Treatment gr-up children then received six months of CHDP
services while comparison subjects had no services. Post-treatment measures
were obtained during the fall of 1978. '
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In order to provide, measures of the broadest possible range of CHDP
services,‘the followin; dats were collected from both treatment and comparison
subjectb" -

The
Thomas J. Boll to assess the developuental level of children between the ages
of birth and pri-adolescence (approximately 12 years of age) in five areas:
Physical Age, Self-Help Age, Social Age, Academic Age (which is easily converted
to 1Q), and Communication Age. The Developmental Profile Manual (1972) provides

{

.
. - , -

A N

1) scores on the five scales 'of the Alpern~-Boll'Developmental

- Profile i.e., Physical Age, Sedf-hulp Age, Social Age, Academic’
Age, and Communication Agc.

2) a diet history score (based on two 24~hour recalls spaced
approximately one waek apart).

3) a score on "Qbservation of Teachin5 Task" and .an accompanying
pareﬁt interview (designed to assess parenting skills)

&) acores on a ""Parent Quescionnazre (for parents of treatment
| group’ only).. . .

S) rewiew of Prcjuct records for the treatment group in-order to
determxnu the extent to which Project obj;ctlves had been at:ained

*
’,‘

Developmental Profile was developed in 1972 by Cerald D. Alpern and

!
{

the followﬁng description of the scales. _— ) //

: The invenﬁory provides an individual profile which
‘depicts a child’'s developmental-age level functioning
/by classifying his particul?r skills gcébrding to age
- norms in five areas briefly'described below:

Phvsical Age - This scale measures the child's _
physical development by determining - ' )

) | , his abilities with tasks requiring >

large and small muscle coordinationm,
i strength, stamina, flexibility, and
' sequential control skills.

.'SeLf—HeIE Age <= This scale measures children's '
- abilities to cope independently with
the environment and measures the

~ ' child's skills with such sociglization

tasks as eating, dressing, and working.

This scale evaluates the degree to

which children are capable of responsibly  '--
- caring for themselves and pthers.

Social Age - This scale measures the child's

. ‘ interpersonal relationship abilities.
The child's emotional needs for people,
as well as his manner in relating to-

s

11 .

-



) .1 . ¢ .
- ’ ‘ f/f friends, relatives, and various adults
. ' - exemplify the s¥ills which measute- the’
<§ - child's functioning in the social .
' . ,Situation. =~
. [ 3 .
Academic Age - This scale¢ measures the child's
N\ . ‘ intellectual abilities by evaluating,
. Ay at pre-school levels, the development
e -, of skills prerequisite to scholastic
' ) functioning and, at the school age
- R . levels, actwal academic achievements. : %
Communication Age - This scale meusures the child's
- . . : expressive, and .receptive communiration
. ' . skills with both verbal and non-verbal
; . languages. The child's use and under-
’ standing of spokeh, .written, and gesture .,
langyiges are evaluated bysthis scale  (p. 1).

Each scale of the Profile contains questions-designed to measurg development
at half-year interVals from birth to 3% years, and, at yearly intervals from & to
12, -The scales yield scores in months of developﬁent. kn many instances the
examiner is. able to C&ST the. child s ability to ‘perform a certain developmental
task at the time of the examination. For other itefms.that are not readily
observable (ability to play at a friend's howme without being watched constantly,
for example) the examiner must ask the paremt to respond to questions about the
child's behavior. The Developmental Profile scales have face valldlty, but
only the Academic Scale has been the subject of correlational studies designed
to establish validity. Concurrent validity has been established by virtue
of a significant correlation of .84 cbtained between the Binet Meptal Age and
Academic Age. The Manual supports a claim far high inter-rater and test-retest
reliability on the basis of a study in which there was no’ difference between
two sets of Profile scores obtained by two,rat;rs two or three days apart.

The diet history score for the LVQIUSCiOR was obtained by asking the
parent .to recall what the child had eaten withia the past 24 hgurs. Two of .*
these 24-hour recalhsuereobtained for each ehild in the treatment, and.ccmpsrlpcn
groups so that ene score might serve as a check on the other. The two scoxes
thus obtained were averaged, and the mean sccre was used in the analysis

, Tﬁé\"Observaticn of Teaching Task" (OTT) and acccmpanyfhg parent interview
were de#igned by the Project staff in consultation with Dr. Donald Mékenson,
a Professor in the training program for schoal psychologists within the Depart-

ment of Educatianal Psychelogy at the University of Tennessee, Knoxville.
Several instruments which purport to measure parent-child interaction or
parenting skills were reviewed, and some of the best items from each.of these
scales, were adap:ed for use in the OTT and infervieWw.. The instrument which

was relied upon most heavily in this process was that presently beiag—used

e by CHDP staff to- assess patenting skills, the "Assessment -of Parepting and

. Educational Needs.”" The OTT and interview werg field tested by tHe BERS
evaluation staff and those members of the CHDP.staff who would later assist
in the testirg of treatment and comparison subjects. Staff from Prqject

. sites brouglt in chi'dren who had already been served by the CHDP to partici-
patenin the field trial. As a result of pre-testing, some items were deleted,
and others-underwent substantial changes -in wording. Inter-cbserVQr agreement

} during the field trial was acceptable. ' o A
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Admipistrat.on of Irstruments, :

To obtain scores on¥the OTT the examiner presented the parentVa ses of
simple-materials, and requested that the mother teach the child an age-

- appropriate activity using the . iterials. For inscance, the pare-t of a 2

;obtained for that scale yia the OTT and vaa the interview.

year old was given a handful of balloons and buttons and was instructed to

‘ask the.child-to sort the materials in two separate piles, one pile of

ballcas, and an pile of buttons. Parents of children between the ages of
2% and 3Y were given pictur;s of objects commonly found in a kitchen, and
objects commonly found in a bathroom, and were asked to instruét the child
in the task of sorting the objects according to the reoom in which they
belonged. Pdrents of children who were nearly 4 years of age were given two

sets of colored cardboard circles. Each set contdined four circles the size ‘

*of a nickel and four circles the size of a quarter. The pareat was instructed

to ask the child td sort the circles by size and color. Then the parent, was
rated by trained observers on items within each of four scales on the OTT:
'Provision for Child' Emctlonal Needs', 'Behavior Management', ™Use of
Language', aud ‘Teachxng Style F;nally, one of the observers askéd the
paruvnt another’ set of items in each of the following categories: 'Behavior:
Munagement!, 'Use of Language', Tcachxn& Styvle', ands 'Organization of Child's
Environment'. The total score for each scale was obtained by summing scores

A

Scores on the Developmental Profile, the diet history, and the Observation
of Teaching Task/Interview were obtained for each treatment and each comparison
subiect firior to the initiation 'of treatment for the experimental group, and
again six months later. Thus two sets of scores were available for each

.subject.  The children were “tested in their homes, with one or both parents

present, and the data for each subject were'obtained by one of three Evalu-
ation Teams. Each Evaluation Team was composed\gf one member of the CHDP

staff amd one membpr of the BERS evaluation staff.™~.__

~

~
One member of the Evaluation Team read the items and recorded responses
on the Developmental Profile, while the second member of the tegam-worked with
the child on those items which required the child to dcmonstragz an apility.
Therefore, only one set of scores for the Developmental Proflle was obtdlned )
for each, HUb‘LLC' .

. »

N S ' - .
Duridg administration of the OTT both members of the Evaluation Team
rated the parent on all items. O1he mamber of the team thend read the interview
items to the parent, but both members recorded scores. Thus two scores on

the OTT/Interview were obtained for each child in the evaluation study.

One diet nistovy score was obtained at the time of the Evaluation Team's
visit, and a second 24-hour recall was obtained by a local CADP staff member
agpraximately one weck before or one week after the visit made by the Evaluation
Team,. All diet history forms were scored by. the CHDP nutrition specialist.

e

ThegRarent Questionnaire was designed by the BERS evaluation staff in
order to gather feedback on the Project from parents. Each question was
directly reiated to a CHDP objective for which no other good measur: of
accomplishiment was available. During the lust home visit made by the Evalu-
ation Toam to the home of each child in the tregtment group, the member of
the B valuation -staff read the Parent Questionnaire to the parent and
recore. the responses.  The instrument was introduced near the end of the

13
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+ homevisit, after all,other measures had been obtained, and the CHDP member
‘of the F . aluation Team was asked to leave tle home while the parent was
questioned. The evaluators hoped that the parent would be more honest if
o member of the CHDP staff was present during the interview.

Finallv, the file containing Project records for each experimental child
was reviewed by the BERS staff member of the Evaluation Team, using .the same
review form which had been used in June 1978 for theé 18-month record reviews.
Sliphtly different criteria for assessing the adequacv of the entries on the
record were applled however, since the CHDP intervention had been underuay
only six mcnths at the time of the review:

During the home visits by the Evaluation Team the following information
about each treatment and comparison subject was obtained from the parent for
t . use in subsecquent data analvses: .
\ 1) hone county
2) age
3) sex
4) familv inéome
5) participant in the WIC program
6) number of older siblings
7) number of younger siblings
8) father's educational level
9) mother's cducational level
10). father present in the home or absent

11) number of older children in the houschold

] . -

12) nunber of younger-childrenin the househpld

.13) birth order of the child

-

Description of Treatment and Comparison Groups
! ~
v The treatment group for the CIDP evaluation consisted of 17 individuals,
13 males and 4 females. The comparison group contained 20 individuals, 14
males and € females. The two groups were quite similargin chronological age
at the time of pre-testing: 34.75 months for the treatment group and 34.90
months for the comparison group.
g Family income was recorded in seven categories for the purposes of this
studyv: \ ,
A ! . \ .
(1> Under $4,000 (3) $6,306-57,788 (5) $9,273-%10,%56 (7) Over $12,240
(2) 84,001-86,305 (4) $7,789-89,272 (é)‘310,757—$12,239 -

-
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The méhn income for families of treatment group children wag just slightly
higher than that for comparison.group families: | .8 for trea®ment group aqp 1.6
for the comparison group. (This means that most responses for both groups were
in Category 1l:, ‘Under $4,000'.) Table 1 presents the percentage of .treatment
and comparison parents reporting income in each category. 7

Table 1 Percentgge of Treatment and Comparison Group Parents Reporting
. . : Income in each of Seven Income Categories

Category l‘v - 2 3 & 5 § 7
Treatment ég\\‘ 17 C12 | %\ 5 0 "0
°  Comparison 65 ) 10 i é. 5 G a‘] 0 0 '
/ Comparison group children came from slfghtly large famiii;s.than did

The mean number of older children in treatment
The mean number of older siblings for comparison group
children was 1.10. The number of younger siblings for treatment group children’
was .50, thg number of younger siblings. for comparison group. children was .62.
Since some children in the treatment and comparison groups wgre living in
extended family situations, the evaluators.took note of the/nuliber of older and
younger children in the. household, including siblings. In this instance the
comparison group again exgeeded the treatment group In family size: children
in the treatment group had 1.06 older children in the hoaisehold, while comparison
group children had 1.57. The tgeatrient group'children had .56 younger children
in the household and comparison group childrén had .67 younger children in the
household. Both treatment and comparison subjects were more likely to be second
in birth order within their family than in any other position: for the treatment
group the mean birth order position was 1.81, for the comparison group mean
.birth order pos}kion was 1.90. ' :

X

children in the treatment group.
group families was .81,

. Presentation of Data

~

Developmental Profile ™

Table 2 presents pre- and post-test scores for treatment and comparisgn
subjects on the Alpern-Boll Developmental Profile. Im the table 'X' denotes
a pre-test score and 'Y' denotes the post-test sccre‘fn the same scale.

Table 2. Mean Pre- and Post-Treatment Scores on Five Subscales of
- ' the Alpern-Boll Developmental Profile for Treatment and
Comparison Subjects ¢ X
XPA YPA . XSH YSH XSO  YSO XAC YAC XCA YCA
Treatment (37,38 47.12: 41.38] 53,25} 38.75{49.25 | 32.88 | 44.38 | 33,62 42.75
Comparison {33.81 | 42,48 | 38.76{50.19]37.33}44.57 +29.81 1 36.76 32.67 |38.38

NOTE: All scores in men:‘s

Rt

X = Pre-Treatment Score

s,

PA = Physical Age

SH = Self Help- Y = Post-Treatment Score. '
S0 = Social Age .

AC = Acagdemic Age 1

CA Communication Age
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‘ The much=-used~intelligence quotient can be calculated from the © .
Alpern~Boll Acadeflic Age by dividing the Aéhdemié Age score in manths by'the‘ -
.« ¢child's chronolcgical age in months. When this computation was made the pre- '
o - test IQ for treatment children was 94.44 and the pre-test IQ for thé cdmparison
B © group was %6.52, At the time ¢® post-testing the IO of the treatment group:
g was 106.00%and the IQ of the comparison group was 89.8. )

S8 o : :
J #4L the scores on the Deve?&;ggnxal Profile showed the same pattern: the
: reatment  group had a slightly hijher score at the time of pre-testing, and

the treatment group maintained or increased this edge at the time of post-
. - testing.

Diet History
b ) The figures in Table 3 show the pre- to post—treatment change in
- diet history scores for.treﬁfment and comparison subjects.
$

Table 3. Mean Diet History Scores for Treatment and Comparison
Subjects Before and After the Treatment Interval

N i} XDH = YDH

Treatment 58.00 61.583 ~
Comparison L 162019 54,00

-

NOTE: Highest Possibl Scoré = 100
X = Pre~treatment Score " ‘
Y = Post-treatmefit Score 2 A‘7

-~

—— - e

“ In the case of the diet history scores the treatment group’ began vith
a slightly lower score than the comparison group, but after treatment the
positions were reversed: the comparison group actually obtained a lower score
,} at post-testing while the score for the gtreatment group was higher.

OTT/Interview . ) A

The scores recorded in Tabl: 4 indicate pre- and post-treatmen
differences between treatment and comparison groups on the five scale sdqores
and total score for the Observation of Teaching Task/Interview which was @
desizned to.gssess parenting skills. With two exceptions the treatment\group
had the higher mean score initially. Following the six month intervené;gn
period all mean differences favored thé treatment group. Except in the case
of the 'Behavior Management' sg¢ale the treatment group showed larger gains
over the six month -period than did the comparison group. .

/

. : 2 - .
ngble 4. Mean Pre- and Post-Treatment Total Scores on OTT/Interview
' Scales and Total for Treatment and Comparison Subjects

XPEN YPEN XBHM YBHM XUOL YUOL__XTS YTS XORG YORG XTOT _YTOT
.- Treatment |7.53] 8.88 10,88 {11.29 {8.71 &if2& 23.94 25,82 114,24 116735 {67.31| 74,94
Comparison {7.95} 8.25 10.55 111.10{9.80-{1Q415 {21.05 22,40 {13.75 115.20 62.48{66.38

NCTE: Highest Possible Total Score=88 PEN = Provision for Child's Emotional

X = Pre-treatment Score : Needs ‘
Y = Post-treatment Score BliM =-Behavior Management
' ’ y UOL = Use of Language
‘ : " T8 = Teaching Style ' .
Qo . ORG = Organization of Child's Environment
= Total Scqre ' :

EJSU: . i « _ - TOT



'
7/
P
L3
s

Data Analyses
The analysis of covariance is a statfistical technique which ma§ be used
hen it is not possible to establish inigially that treatment and comparison
groups are equivalent with respect to relevant variables. In the Cl study
 attempt was made to balance the treatment and comparison g cupsejéih
respect to chrottological age and sex. However, it was not possibl ¢ equate
the two grodps on other important variables such as physical or academic age,
< educition of parents, number of siblings, etc. Therefore, multivariate
analysis of covariance (MANCOVA) was used in several instances to adjust post-
treatment.means fQr pre-treatment differences in performance. The .05 ‘level
was chosen as the criterion for significance in all statistical tests performed.
* LY & '
Developmental Profile ~ L .
When post-treatment means for the five scales of th¥ AlpefnLBoll Develop-
mental Profile (DP) were adjusted for initial differences betweeti treatment
!and,comparison groups on the scales, the multivariate F was significant (F =
3.47, df = 5, 26, p &£ .02), and the treatment group was found to have a higher:
wean- Academic Age (p<« .00) and a higher mean Communication Age.(p << .04).

. , ¥ .
Table 5. Univariate Analyses of Variance for Treatment EGroup
Difterences on Five Developmental Profile Scales.

)
variable Mean Square Univariate F P
Y Physical Age 20.76 ‘ .92 .34
Self-Help ’ 11.26 .24 . .62
Social Age ' 70.11 2.08 : .16
Academic Age . 240.12 : 12.02 .00
Communicgtion Age 100.42 4,80 .04

" e G o4

*Y=Pos£—tredtmcmt score . 4 ’
In order to detegmine whether the pre-post differences on the Developmental
Profile which favored the treatment group were actually due to the treatment or
to some diffeérences between the groups on socio-economic variables, a regression
analysis was performed with the five subtest scores of the DP as dependent '
variables and seven sucio=-economic varlables as independent variablgs. This
analysis showed that the DP scores could not be predicted from the variables
" «of sex, income level, participation in the WIC program, number of older .
® siblings, number of vounger -siblings, #he education of the mother, or the
presence of the father in the home (F = 1.22, 4df = 35, 108, p<<'.22). Take
together,. this group of demographic varzables accounteo for only 23 percent
of the variance in the DP scores. -
Another regression analysis was employed to test the xelationship between
a second set of demographic variables and Developmental Profile scores. This
time the dependent variables included sex, income level, WIC participation,
age, mother's level of education, father presept or absent, number of older
children in the household, number of younger children in the househeld, and
birth order., There was an association between the dependent and independent
variables (F = 2,16, df = 45, 106, p <« .00), and the demographic variables
_were shown to account for 36 percent of the variance in DP scores. The
variable of age made the primary contribution to the predictive ability of

the regression model. % -

-

o T - 147‘;\.fl .
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“dependent variables, age was shown to ave no overall predictive power for
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Several regression gnalyses were performed in an attempt to identify rﬁg :
precise relationship between age and DP cores, When age was used as the ' -
independent variable and gain scores, gﬁpfthe five DP- §cales constituted the

such scores either for the treatment group or for the comparison group., When
a MANCOVA was computed with treatment as the independent variable, the DP -
gdin scores as dependent variables, and age as a covariate, there were
differeqnces between the treatment and comparison groups on the Physigal Age
scale.  Apparently there was a relationship between chronological age and
Physical. Age scores re&drdlgss of the *reatment which was applicd.

* (

-

i A MANCOVA was performed to assess the dxfferenCE§'b¢pween the pecores of
males gad femgles on the Devglopmental Profile. In this & sis ¥reatment
diffefences again were detected (F = 3,31, df = 5, 2&,\? <« .02), but there
were no sex difNferences (F = 2,24, df = 5, 24, p'<« .08). There was not a
significant iniﬁ?ﬁc&ion (F = 92 df = 5, 24, p < .49 between sex and treat-~

“Qint, i.e., the treatment was not more: effectlve with girls than with boys,
i o

.

-

v lC_C versa,
-

s - x

«

Dxet Histo:“\r' ‘ ‘ s v
When the post~treatment mean diet history scores were adjusted for pré-

treatment differences between tpeitment and comparison groups, the treatment ,

group was found to have a highef mean score (F = 4,38, 1 df, p < .04),

-

o - ‘ . b
Observation of Teaching Task/Interview : s “ ‘
Using an analysis of covariance design to adjust post«treatm t total
score means on the Observation of Teaching Task and accompanying parent .

interview for pre~treatment differences, the difference in means was found  to
favor the treatment group (F = 5,29, k\df p< .03). However, the MANCOVA
involving scores for individual scales within this form (Provision form

JEnotional Needs, Behavior Management, Use of Language, Teaching Style ands"

Organization of Environment) yielded a multivamiate F which was not significant
W = 1.27, df = S 26 p < .30). Post-test means on the Teaching Style scale
shxded a difference which favored the treatment group (p € .03), -but the . ,
nonsignificant mufvariate ¥ makes the importance of this difference question—
able. <£:T .. _
Table 6. Univariate Analyses of Variance for Treatment Group
Difﬁerenccs on OTT Scales.

Variable ' Mean Square Univariite F . p
4 Provisxcn for Child's Emotional Nepds =~ . 2,71 - L0 41 .
Y Behavior Management .59 .11 : .74
Y Use of Language , . 9,49 2.98 ¢ .09
Y Teaching Style ‘ 59.38 5.49 ° .03
@Y Organizatign of Child's Environment . .54 ' .09 .76
Ay Post treatment score , /

A regression analysis was performed with the five scale scores of the OTT/
Interview as dependent variables and seven socio-economic variables as {ndependent
variables. This analysis showéd that there was no association between-the five
scale scores and the variables of sex, income level, participation in the WIC -

' 18 - |



-age, mother's level of education, father present or absenc¢, mumbper of older ‘

‘Management" (pre-treatment dcji.GS, post-treatment & = ,59).

-~

16 ¥
program, dhmbg; of older siblihgs, number of younger siblings, the education
of the mnther,xor the presence of the fatherdin the home (F = 1.30, df = 35,

108, p < .15). This group of demographic variables accounted for just 24
percent of the variance in OTT/Interview scores.

A second regression analysis was performed to test the relationship
between OJT/Interview scale scores and sex, income level, WIC participatiom, °

—

children in the household, number of younger children in the household, and
birth order.™ Again there was no association (F = 1.45, df = 45,7106, p < .06)
between the five scale scores and the independeat variables. -
: ¥ .

The OTT/Interview was found to have an acceptable deé;ee of reliability.
The raliability coefficient {Cronbach «) indicating the degree of intermal
cons:.stency for the total 'scale during pre-treatment use was .92, and during
post-treatment use .989. Thus the average of all coefficients of correlation
betveen individual item ratings and to¥al ratings on this instrument was .90
or ubove, .

“Teaching Stvle" had the highest degree of internal ®onsistency of all
the scales of the OIT (pre-treatment a= .86, post-treatment o= ,80). Thq.\
scale "Provision for Emotional Needs" also had an acceptable degree of
reliability (pre-treatment o = .88, post-treatment « = ,74),

-

¥ Intern;T consistency was somewhat questionable for the scales "Organiza-
tion of the Child's Environment" (pre-treatment & = ,69, ,post-treatment a = ,72),

"U'se of Language" (pre-treatmeata = .73, post-treatment @ = ,61), and "Behavior
’\‘

. A 1)
etween raters using the OTT/Interview was

noteworthy. - . .
’ . L]
‘Table 7 shows pre- and post-treatment coefificients of correlaticn )
(or extent of agreement) between the two members of each of the three Evaluatiom

Teams_on scale totals and grand total of the OTT/Interview.
el ) .

»
Variability in- agreemen

¢ Interprdtation. of Data Analyses

- e (. . n [ .
PRERS

/

Developmental Profile . IS

The significant multivariate F obtafned in the MANCOVR}iﬁGolV{ng the five
Developmental Profile (DP) post-test scores as dependent variables and pre-test
scores as covariates indicates that the CHDP intervention was successful in
producing greater increases in those scores for the treatwent. group., The
specific scores which showed significant differences,wéﬁéfAcademic_Age (from
which an IQ score may be derived) and Communication Age.” Thus treatment was
most effective in increasing cognitive skills. \ & .~

- LR -
- T~ // N
o i )
Ot " (

Regression analyses which tested the effects of varicus-demographic
variables on the post-test scores strengthened the conclusion that ‘the CHDP
"treatment" was the factor most responsible for the increases in treatment
group scores. There was no association between scores on-the DP scales and
the variables of sex, income level, participation in the WIC program, number

- L]

3\ -
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Tahle‘7:. Pre-~ and ?os:~Treatment Coefficients of Correlation Showing
Inter-Rater Agreemerit for the Two Members of Three Teams on
Scale Totals and Grand Totgl of the QIT/Interview

d . . *
Scale

~

Provision for Child's Emotional Needs
LW .

>

' Behavior Management
Use of Language-

Teaching Style

. O}ganization of the Child's Environment

TOTAL

-

Provision for Child's Emotional Ne&is
,Behaviﬁr Maéagement
Use of Esnguégg‘
. Teaching Styie. : £

Organization of the Child's Environment

TOTAL

!

¢ N
Teanm 1 *Team 2 osm 3 -
Pre-~treatment ‘
07 . +98 o
. .,35._,__-«“_-"«.—.9? - ) GA
.'56 i -
:_'i)‘r‘ { X
<60 ’\gﬂ o
o - 1,00 .95
ya Post:treatment
| o I
.61 1-06 -
QSI I,OU ‘83 |
356 \.97 ’ 073 f’_'\'
97 1.00 .89
| = = .91
-
.~
. _‘>
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of cldeﬁ siblIiygs, number of younéen siblings, education of the mother, preséﬁce

of father in the home, number of older children in the household, number of
younger childrcn in the household "aor birth order.-

Age was the only demographic variable found to haye an effect on DP scores,
and the only discernible effect of age was on Physical Age.scores. The data
4 suggest that older children in the treatment group could be expected to make
higher Physical Age scores regardless of the treatment,

Diet History
- The ANCOVA which adjusted post-~treatment mean diet history scores for
' pre~traatmdnt differenccs among treatment-and comparison subjects showed that
- after the CHDP intervention the treatment children were eating more nutritious
meals than their peers in the comparison group.

|

™
OTT/IntLEVICW -

Total mean post-test scores on the “"Observation of Teaching Task"/Intervlew
instrument were higher for the treatment group thanyéor the -.comparison group

when adjusted for pré-tredtment differences between §he two groups. This&
suggests that the CHDP intervention was successful changing parent behavior
and improving parent-child interactidn, at least with respect to the kinds of.
behavior specified fn this instrument . However, the faet that there were no
differences betwéen treatment and comparison groups on the individual scales
‘of the OTT/Interview (multivariate Fynonsignificant) suggests that- technical
defects in this instrument may make it of doubtful value in asseséhng parenting
skills.
The Teaching Style scale had the highest degree of intermnal c¢onsistehcy

of the five scalesy (pre-treatment « = .88, post-treatment « = .74). The

. MANCOVA also suggested that Teaching Style was the only scale whi showed pre-
post differences between the treatment group and the comparison group.  Evalu-
ation Teams 2 and 3 achieved an acceptable degres cl agreement between raters
on the Teaching Stvle scale. Thus Teaching Style :(opedrs to bée the most
reliable, and perhaps also the most valid, scale contaiﬁed in the OTT/

-

Interview, e

: ' \iia"
The scale 'Provision for Emotional Meeds' had an acceptable level of
internal consistency (pre-a = .88, post-a« = ,74), but only one Evaluation
Team achieved acceptable inter-rater relidbility coefficients for pre~testing

and post-testing, \

. ' . Inter-rater agreement was highest for all Evaluation Teams on the scale
' 'Organization of the Child's Environment', but internal consistency was not
acceptable (pre-a = .Gg,ﬂcst-a = ,72). :

, Since it is difficult to achieve significant mean differences between
\ * treatment and comparison groups using an unreliable instrument, and since over-
\ all reliability for some of the scales that make up the OTT/Interview is doubt-
ful, it is not possible to say whether the intervention really produced a
“difference between the parenting skills of mothers of treatment subjects gnd
parenting skills of comparison mothers. The intervention may indeed have{made
. a difference, but due to the unreliability of the instrument this cannot (be
said unequivocally.
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Conclusions Based on Treatment-Comparison Group Study .

Mcusures of &Lveloﬁmgnt

The CHDP intervention was apparentlv successful in increasing cognltive
skills as measured by the Academic Age and Communication Age scales of the
Alpern~Boll Developmental Profile (DP). However, after six ulonths of the CHDP
intervention scores for treatment subjects on the Physical Age, Self-Help Age
and Social Age schles of the Developmentdl Profile were not significantly
greater than scores of the comparison group in these areas following the same
six-month period. - The questicn could be asked, "Did the intervention fail to
have an effect on physical,.self-help, and social development, or was the
failure to attain statistical significance in these areas due to technical , -
‘defects in the instrument used to measure them?". '

The Manual which describes the Developmental Profile (1972) contains
virtually no information on the instrument's reliability--nothing abou® internal
consistencgy, no {tem analyses, merely two investigations of scorer agreement
admittedly carriéiﬁout "with the pre—stavdardizea version of the inventory"

(p. 67). Withr rd to validity, the Manual states that correlation studies
which might establish a relationship between scores on the Developmental Profile
and\scores on other iwstruments designed to measure similar areas of development
have been carried out lonly for the Academic Age scale. (Apparently the

correlation between Academic Age and the Binet Mental Age is approximately .84.)

With such scanty information on the reliability and validity of most scales

in the Developmental Profile there is reason to doubt- that its scores provide
an accurate measure of early. development, except, perhaps, in the cognitive
domain. Therefore, it is not possible to say, on the basis of scores obtained
from the DP, that the CHDP was or was not successful in producing gains in °*
phvsical, self-help, and social development. Resolution of these quesfions
must await the selection (or development) of more accurate measures of .early
development in these areas than the Developmental Profile currently providesa
If the CHDP staff believes it is important to promote development of its

«_ 9lients in these non~cognitive areas, then-the staff, and its training group

at the State level, should be actively engaged in the research required to
obtain such measures.

Aletary Practices > '
The diet history scores of children in the CHDP treatment group increased
from 58 to 62 on a scale of 100 during the sia mi iths of intervention, while
the scores cof children in the comparison group actually declined From 62 to 54.
While the mean difference favoring the treatment group was statistically
significant, the post-treatment mean score for that group was not good enough
to substantiate a claim that treatment group children were eating well-balanced
‘meals after 6 months of intervention. R

According to Parent Questionnajre responses, 76% of the parents of
treatment subjects felt the CHDP program had increased their knoRledge-about
foods ‘needed for growth and maintenance of health., But only 41% said their

ilies were eating more of these nutritious foeds. Project records shed
Istle light on the igsue of family dietary practices: only seven (41%) sets,
of records contained @btations that improvement in family diet was needed.
(More such notations clearly should "‘have been'made since the pre-intervention
mean diet history score of just 58 was not due to seven very low scores and .
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ten very high scores, but rather to a clustering of scores in the 50s and
low 60s.) Just two records contained narrative evidence that family dietary
practices had improved during the treatment period.

The CHDP intervention apparently had a positive impact on family dietary
practices, but much more remains to be.done in this area before Project ’
supervisors can feel confident that their clients.are eating well-bglanced
meals. .Evidence of intervention in, the area of nutrition is sketchy at best
in Project-records--either home visitors and the supervisors are not providing
families with much information on nutrition, or they are prcvsiding it but not
noting this in the records. Project supervisors should decide which of these
epranations best describes the actual situation and thgn take steps to
increase either the amount ofygutrition information shared with Project
families, or The documentatic this practice in Project rgcords, or both.

Parcnting Skills

While there are technical deficiencies in the Developmental Proflle,
there is at least some evidence that that instrument actually measures early
development of cognitive skills. There seems to be no good evidence that
parenting skills were ac;¢\x§ely measured by the.Observation of Teaching -
Task and Interview form employed by the evaluators. The 'Teaching Style'
scale appeared to be the most reiiable, and perhaps the most valid, of the .
five scales that comprised the instrument. But even that scale containgd,
some items that did-not correlate significantly with the total score. he
best set of items, that is, the set having the highest level of interna

. consistency, shnuld beg identified; home visitors should receive intensive

training in the use of this set of items; then one or two items at a time
should be added and tested in an attempt to build an even more reliable
measure of parenting skills.

EVALUATION OF THE MANAGEMENT COMPONENT
‘ .
( ‘ ”
The evaluators added an overall management objective to the seven general
CHDP objectives. In order to assess the effectiveness of Project management
additional records were reviewed, an opinionaire was employed to measure team
member morale, and a community survey was conddcted.

Evidence from Project Records

Evidence from several sources indicates that the CHDF is utilizing all
available referral agencies in recruiting clients. Unfortunately, howevé‘,
funding limitations do not permit the CHDP teams to serve all needy, clierts.
Each team member continually maintains a full case load, but there are more
eligible families, than can be served by the present qtaff.

The reputation of the Project and the recruiting procedures of the home
visitors are sufficiently positive to assure that few families contacted about
beginning the Project reject the offer of services. During 1978, when over
800 familiés were served by Project staff each month, only 99 families refused
Project services. )

=1
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Few parent greups have been conducted by the CHDP staff,.and several .
sources of information point to a need for additional parent groups as a mesns

of decreasing the social isolation of Project families, - '
Evidenice from the Opinionaire for Team Members . .
- ’ . - ' i
- ' ) “‘;

The evaluators, with the assistance of the CHDP supervisory staff, adapted
s:atements from the Purdue Teacher Opinionaire to form a 95-item instrument
containing information in ten areas of team member morale. The Opinionaire
was administered to all 37 CHDP team members employed at the seven Prsject siték

) in June 1978. Overall, team member morale was high: the mean of all responses
was 3.08, a 'probably agree' response on a 4-point ‘Likert scale .(1-Disagree,
2=Probably Disagree, 3=Probably Agree, 4=Agree). Even on the. factor with the

» lowest mean score (2.66), team members compiled a 'probably agree' recoonse.
In Table 8 the ten Opinionaire factors are listed in order from the factor having
the highest mean score (the most favorable response) to the factor having the
lowest mean score. . . ‘ . )

Teble 8. Ten Factors from the Opinionaire for Team Members Rarked in

Order from Highest to Lowest Mean Score é

Rank .Factor .+ Mean

1 Rapport Among Tear Members ' 3.46

2 Community Pressures ' 3,41

3 Education, Social, and Health Issues ' _ . 3.24

4 Satisfaction with Position , 3.17

5 Community Support of Project 3.04

) 6 Rapport with Superwvisor and Supervisory Team 2,95
* 7 Frcject Resources and Services 2,84
8 Team Member Salary : 2.79

9 Team Member Status . 2.69

i0 Team Member Workload 2.66

-

Home educators_in the Project exhibited the most positive attitudes on
Opinionaire .items (X = 3.25), followed by the nurses (X = 3.113), the social
workers (X = 3,111), and the secretaries (X = 2.76).

. The fact that 'Rapport Among Team Members' was the factor with the highest
mean score on the Opinionaire suggests that CHDP tean members were quite
satisfied with their use of a team approach to home=-based early intervention.

In general, the teaw members did not feel that community pressures kept
them from doing their best in their jobs, imposed unreasonable persunal
.standards, or restricted their participation in nonprofessional actiwvities.

, _ With regard to the most uegati;e factor, 'Team Member Workload', team
§  » members felt that required reports and paperwvork took so much of their time
” that their clients were placed at a disadvantage. The item in the 'Teanm
Henb&r,Statuu' factor which produced the most negative cesponse (X = 2.17, a
‘probably disagree' response) was "Hy position in this Project aftords me the
eecurity I want 1n an occupation.” .

Q. “ t ‘2 4
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accomplished only through the use of miltiple data sdurces because no one

t3 . -
ra

’ ’ Evidence from Community Survey :

i

A Comunity Survey instrument was designed by the evaluators to ascess
the attitudes toward the CHDP of a stratified random sample of citizens in the
six counties where the Project had been if opexation for at least a ygar. ]
Responses were obtained from 176 citizens, 42 percent of the 422 persons to
whom the Survey was mailed.

Sixty-one percent of the respondents said they had heard of the CHDP, aud
SS percent of these had had first-hand experience with the staff and services
provided. Eightv-three percent of the respondents with personal knowledge of
the Project rated its services.as good (53%) to excel;ent (3C%).

Project staff and community agencies such as the health, welfare or mental
health department were the most frequently mentioned sources of information.
about the CHDP, .

- . t -~

Eighty-one percent of all resppndents felt ther®: yas a need in their '
community for the types of services offered by the CHDP, Three-quarters of
the respondents expressed willingness to have their tax dollars spent on such
a Project. But only 23 percent felt that at least 75 percent of those eligible
for the Prcrect were actually being served by it. Persons who knew something
about the CHDP were more, likely to expriss favorable attitudes about its
services and to favor support for it than were thosc¢ who had never heard of
the Project.

F'CONCLUSIONS AND RECOWHENDATIONS s
-Overail Conclusioés

within the limitations of time (all data to be obtained within nine months)
and money imposed on this evaluation of the Child Health and Development Project,
the averall evaluation objective of providing evidence of short-term effecfftar 4
\
ness of the Project in meeting its seven stated goals was realized., This %as

sourcé&’-Project records, the parenting skills assessments currently used by .

home visitors, treatment-comparison group study, or the measure of parent

opinion--was found to possess sufficient consistency, sufficient reliability,

to make a strong case for Project effectiveness when considered by itself. ~y
Sponsors of the CHDP evaluation were principally interested in obtaining §

indications of the effectiveness of their particular home-based team approach

to early childhood intervention. 1In a general way, these indications were '

provided by the evaluators. Unfortunately the time allotted did not permit

this evaluation to contribute significantly to solution of the problem which

current literature suggests is of most concern to early childhood specialists,

namely, which combination of intervention strategies is most efficient in :

assisting each particular elient group, A study which limits the data-gathering ,

phase to nine months does not permit the sophistication of design that would be

needed tO tease out informationabout the offectiveness of particular strategies

with particular’ client types. ’ .
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- with a sample of clients. - Gurrently there is no way to tell how far the

Developmental Profile when this was administered in the course of the treatment-

PO -y .

& : < .

. - o |

'Having acknowledged these lipitagions, ‘the exaluators gerneral recommen- ‘ —
dations qgr future action on the part of CHDP management inclade: ) ) }
Vi

‘u‘
1) working to improve the reliability of the data—;athgring sources

o’ currently being used by Project 'staff,

2) adding a very limited number of new gata~gatherihg instruments, and

3) undertaking a longer term (contfnuous, if possible) external evaluation
that would permit the use of case studies and®collection of Jongitudinal
dgta to provide evidence regarding the effect ‘of, certain intervention
‘strategies with parv._a8ar tyvpes of clients. : '

T -

-~

Recommendations Based on Review of Project Records
~
| I

The evaluators base the following recrmmendations on their revlew of Project
records. - ,

(1) Project records should include more information on (3) family nutrltion,
(b) nutritional information supplxei Es\ggch family by Project staff, and (c) any
improvement in family diet whi;h mdy have occurred as a result of this intervention.

EY

In order to provide a more objective %masure of. improvement ‘in tamily
dietary practices than is .currently available periodic use of the diet history
ptocedure employed in the evaluation should cccur with each client, or at least

inte:yention program is°capable of moving its families along the cgntrnuum from

poor to good nutrition as evidenced in children's diets. i
(2) Fewer than five percent of the records reviewed by tHe evaluators

contained evidence of client delays on the Denver Developmental Screeming Test. .

The Denvef may be tqo gross a measure to provide the quality of developmental

assessment needed to meet the goals of the CHDP. Certainly this ins&rumenf

has minimal value as a tool for research or evaluation because it does not

yvield quantitative data for appraxi?ately 95 percent of the THDP client popula-

tion. . : '

b
*

The Denver is not the on' developmental scréening device qhich*phrapro—
fessionals can be trained to use. Serious consideration should b: given to
substitution for the Denver, at least periodically {i.e., alternace the Denver . :
with another instrument for all clients), a measure which could provide home
visitors with more specific information about the development .of their clients.
As a first step in this direction, the Academic Age and Communication- Agé scales
of the Alpern-Boll Developmental Profile might be tried. The evaluators fourd
much interest among home visitors in hearing how their clients performed on ¢he

comparison group study. ) . -

. 3 ‘ . ‘ )
ReCQmme?dations Based on Study of Parent Opinion Concerning the CHDP

The evaluators strongly recommend that CHDP staff add to .'eir data—gathering
instruments a periodic measure of parent opinion such as the Parent Questionnaire

. N .
., .
.
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.
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developed for the evaluation. ‘Patent opiniom should be solicited soon after
the initiation of Project services as part of an effort to detect incipient

problems in the relationship with a new client family before these problems
cause the family to reject-further services. , ¢

During the first three or four months of Project services su.zone other
than the assigned home visitor (another visitor from the same team, the Project
secrptary during a4 clinic visit, or a supervisor durigg a home visit) should -
interview the parent to determine:
1) how the client family is responding to the home visitor and her/his
method of delivering services, and

« 2) what aspgct(s) of Project services the family finds most inconvenient,
disruptive, or objectionable.

- A

.

Later in the period of service to a given family, a measure of parent
opinion could add information which is not currently well documented in Project
recerds coneerning.

1) the extent to which parents
a) become involved in home visits,

b) learn to teach the child the lesson suggested by the home visitor,

¢) follow through with the teaching after the visitor leaves, and

d) actually improve the quality of their interactions with their
children as a result of Project intervention.

2) the extent to which Project services decrease the social isolation
of client families.

Fewer than half of the parents interviewed during the evaluation said they
knev ‘many of the- other children and parents' in the Project. There seemed
to be some interest in parent discussion groups and/or field trips. As a
means of promoting social integration on the part of Project families the
ewvaluators recommend that parents who vclunteer-to do so be brought tcgegher
+ small groups on a regudgr basis to discuss common concerns. A play group
for Project childrer’ should be conducted simultaneously with the parent meetings.

Recommendations Based on the Opinionaire for Team Members
. 3 - .
¢ In general, the morale among team members at the'seven CHDP sites was quite
good. The fart that 'Rapport Among Team Members' was the Opinicnaire factor with
the highest mean rating iadicates that Project staff at each site réspected each
other, enjoyed their opportunity to work as a team, and supported the team
concept on which the CHDP is based. )

However, there seems to be room for improvement in team members' satisfaction
P

with their positions. A substantial number said they experienced 'stress and
strain” in their work, that they did not feel they could make their 'greatest

7 | ‘
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contribution to society' in their position, and that they would changg jobs if

they could earn as much money in «anothef’occupation. The supervisory staff,

through praise for individuals and information p{?vided in groups, could increase

team members' feelings of selféwopth, accomplishment, and oc¢cupational satisfaction.
h , ) )

The use of ethical procedures, not merely pcf;;ical patronage, must Le
employed in the appointment and reappointment of team members. Politically
dictated appointments of persons without the training, experience, and compe-

. tence required of CHDP team member seem to have caused as much frustration
and jop dissatisfaction among staff members as any other single factor. =

. 3

Community awareness and support must be solicited for the Project in those
counties where the services have most recently been implemented. '

Most team members found the time spent .n record keeping excessive.\ Members
might be encouraged to dictate their reports as a time-saving mechanism.

Recommendations Based on the Community Survey
1

Citizens in five counties served by the CHDP who responded to the Community
Survey expressed favorable attitudes toward the need for services such as those ‘
the Project prcvided and toward the idea of having tax dollars spent on the
Project. However, a majority of the citizens responded negatively when asked
if they thought 75 percent of those eligible for the Project were being served
by it. Survey results suggest ‘the following recormendations:

1) The CHDP staff should continue to utilize team members and Health/
welfare agencies as sourdes for informing the public about the services
provided by the CHDP. These appeared to be the most effective informa-
tional sources; however, other sources, especially newspapers and radio, .
should also he used to reach a larger proportién of the community.

[ [

2) The staff at each Project site should publicize, if possible, estimates
' of the number of clients they serve in comparison with the number in
their area who need the services.
3} Attempts should be made to establish better coordinmation, and less
& - duplication of services, with other agencies performing functions
similar to those of the CHDP. In instances where the ‘duplication
of services is a perceived and not an actual duplication, this ‘
distinction should be made clear to the commupity. A series of
articles in the local newspaper describing the functions of the
agencies and highlighting differences could be a means of achieving
this éna. ‘

4) Take advantage of the support for the Project which was expressed by
-cttizen=respondents in efforts to:

a) increase the number of « members so that more of the childrern
and families who need t!. services could be included in the program.

decrease the heavy_workload’af team members by hiring more
qualified persaons'regardless of political connections.

o . ‘ ' 258
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¢} serve Sther'chlldren in the families currently involved, or

families above the income
the services.

restrictinns who .could benefit Srom
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